A rare case of bilateral hyperplasia of the mandibular coronoid processes is described in which blind intubation was performed using diethyl ether as the anaesthetic agent. Intra-oral surgery to remove the excess bone resulted in satisfactory mouth opening which was expected to improve further with physiotherapy.
INTRODUCTION
Coronoid process enlargement is a rare condition with clear distinction made between unilateral and bilateral enlargement. 1, 2 The unilateral abnormality is usually due to an exostosis or osteochondroma and occasionally there is a preceding history of trauma. Facial asymmetry is present. Bilateral enlargement of the coronoid process is usually due to hyperplasia and results in enlarged but normally shaped processes without facial deformity. 3 Because of the lack of deformity the actual numbers may be more than the nineteen reported in the literature. 4 Bilateral cases have all been males.
CASE REPORT
A 15-year-old boy presented with a history of limited mouth opening. On examination the maximal vertical opening between incisors was 8mm ( Figure 1 ). Increased muscular effort produced no improvement ( Figure 2 ). The teeth were in poor condition as dental hygiene had been impossible to perform.
The patient had had an appendicectomy four years previously but no details of the anaesthetic were available. He had also recently had general anaesthesia when an unsuccessful attempt had been made to stretch open the mouth prior to seeking specialist opinion. The surgeon planned to use an intra-oral approach to remove the hyperplasic processes which were catching on the zygomatic arches ( Figure 3 ).
There was no suggestion of respiratory difficulty with the history of two previous uneventful general anaesthetics. He swam and ran without problems and was able to hyperventilate with ease.
Premedication consisted of atropine 0.6 mg intramuscularly one hour preoperatively. Sedatives and narcotics were deliberately avoided. Both nostrils were packed with gauze soaked in cocaine and adrenaline to prevent harmorrhage during nasal intubation. On hand for use if needed were an epidural needle, cannula and hook for carrying out guided blind endotracheal intubation. 5 A Sanders injector and two large intravenous cannulae were available to perform transtracheal ventilation if required. 6 An intravenous infusion of saline was commenced before careful administration of a sleep dose of thiopentone. Anaesthesia was continued with nitrous oxide, oxygen and halothane by mask. Halothane was then replaced by diethyl ether and deep anaesthesia was satisfactorily obtained. A 6.5 mm cuffed Portex tube was passed easily through the nose into the pharynx.
Anaesthesia and Intensive Care. Vol. VlI!, No. 4, November, 1980 By listening to the breath sounds issuing from the tube and gently manipulating the thyroid cartilage it was possible to intubate the trachea at the second attempt. The cuff was inflated to make an air-tight fit, the ether turned off, alcuronium injected to produce muscle paralysis, and ventilation was controlled.
The operative area was packed locally by the surgeon until the mouth could be opened sufficiently to accept pharyngeal packing. Surgery proceeded uneventfully, requiring three hours for removal of sufficient bone on both sides to permit adequate mouth opening. The larynx was now easily viewed on laryngoscopy so the pack was removed and pharyngeal suction applied. With the return of respiration the tube was removed from the trachea and left in situ in the naso-pharynx until the patient was wide awake. He was nursed that night under close observation in a postoperative recovery area. The next morning there was considerable facial swelling but mouth opening was possible to 30 mm. Further improvement was expected with physiotherapy. 7 
DISCUSSION
There are various ways of managing a difficult airway including preliminary tracheotomy, guided blind endotracheal intubation, intubating bronchoscope, fibreoptic bronchoscope, transtracheal ventilation and use of ketamine or local anaesthetic. 8 In this case, however, the proposed surgery necessitated absolute control of the airway. Blind nasal intubation was the obvious method of choice. This is a very valuable technique and should be practised on routine cases so that skill is available if needed. Ether is a most suitable agent as it provides adequate anaesthesia for a considerable length of time enabling appropriate manipulations to be carried out. Respiration is stimulated and laryngeal spasm is most unlikely. If ether is to be avoided because of the lack of familiarity or fear of explosion a possible alternative is intravenous propanidid 9 with or without the inhalation of carbon dioxide. Doxapram hydrochloride has also been recommended. 10 The hyperventilation produced by these techniques tends to draw the endotracheal tube straight into the glottis.
